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W 000 | INITIAL COMMENTS W 000 l’ -:
[ !
| ; !
| A recertifiction survey was conducted from April i — Lﬁ
| 30, 2007 through May 3, 2007. A random ] | = i
| sample of three clients was selected from a client | ; =~ »0E
| population of six clients with varying degrees of | i = F-Jp
[ . ! : = 3_":{ "k
| disabilities. : i w ET AN
‘; ’ ,i & TREMm.
[ . H — ——a
i The survey was completed using the full survey | g gg_%qz_
| process. The findings of this survey were based | ; > S Lo
é on'observations at the group home and three day ; ‘ gg;
| program, interview with direct care staff and i i N % 2
management, and a review of the habilitation and ’ [ =
| administrative records to include the review of ! ’ _g\
unusual incident reports. , )
W 104 | 483.410(a)(1) GOVERNING BODY [ W04
I i
; i
{ The governing body must exercise general policy, |
| budget, and operating direction over the facility. |
;‘ This STANDARD is not met as evidenced by: ! ’
| Based on observation, staff interview and record | |
} review, the facility's Governing Body failed to l { W 104 ]
| provide general operating over the facility. § ;
i [I I. The QMRP and Incident !
The findings include: [ Management  Team  have !
| completed the incident ‘
. ; . : : investigation follow-up for
1. Interview with the QMRP and review of the | I report dated Nov:n‘:;;:fm?rzotg; j 5129007
[ unusual incident reports on April 30, 2007 at I Wwhich involved client #1 and J
| approximately 3:00 PM revealed that the facility i ;ﬁclm #3. (Sce  Attached " " and ongoing
l‘ failed to demonstrate that a investigation had Azld‘?t‘f”'gl"]f""“)
been conducted to determine the circumstances RD 1yl Y/29/07 the
i N g - QMRP has been insserviced by
| surrounding the incident which ocecurred on the  Incident  Management
i November 10, 2006. The ificident report _‘ Coordinator as to the proper s
 described that Client #1 and #3 were involved in a \. P Jor R poxting,
 vehicle accident with direct care staff driving the | f on all ncitents (Soc At
company vehicle. Both client received injuries as | Sign-In sheer)
‘g rﬁult of the accident and were taken to a local _
i i
LABORATOtY DIRECYTOR'S OR PROVIDER/SUC’NFR EPRESENTATIVE'S SIGNATURE % EWLE (X6) DATE
_ - )
Y 2N Q\D{L St M(}M $138)0)
Any deﬂcienw\sflatewent ending with an asterisk (')%&esla deficiency which the institution may bé excused from correcting providing it is determinali that
pati

other safeguards praYide sufﬂciﬁnt protection Io the
following the date of survey whether or not = plan

ts. (See instructions.)

program participation.

Except for nursing homes, the findings stated above are disclosable 90 days

! of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made availabie fo the facility. If deficiencies are cited,
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w 104’ Continued From page 1 ' W 104
i hospital emergency room for evaluation and )
: freatment.  There was no evidence that the ;
i governing body had secure a copy of the police |
t report and ensure that a internal investigation was | W 104 }
| conducted to determine the cause of the . . ]
{ accident : 2. A. The throw rug covering the H
' ' office carpet was removed during 07/26/07
. . . ! the survey process and the carpet
2. Observation of the environment on Aprii 30 ; P is scheduled to be replaced on
2007 through May 2, 2007 revealed the carpet 7/26/07.
| through-out the facility was damaged (torn), which
| could be a potential safety hazard to the client , _
while ambulating in the facility. i l
ivi | (2 B & C ) The Carpet has been
! a) The front living room carpet was torn, scheduled  for  replacement
E ; throughout the catire facility on
i b) The office carpet was cover by a throw rug. ! July 26, 2007. Furthermore the
Client #6's foot got caught in the throw. The client: Hom'; m‘?nasw Jwill gomtﬂe':
P i weekly home inspection  ang
tripped but did not fall. complets mainteance  request
. . ' forms whenever there are any g
¢) The foyer on the main level had a large tear in enviropmental concems. !
the carpeting. Subsequently the maintenance 07/26/07
department  will  complete
. -th all HRD]
d) The carpet in the second level hallway was uiealy welkAh o Al N
torn. environmental conditions for atl
clients.
"1 The governing body failed to ensure a safe ’
environmental conditions for the client's residing
in this facility. ! i
W 149 | 483.420(d)(1) STAFF TREATMENT OF W 149[
'CLIENTS oy
I
i The facility must develop and implement written {
i policies and procedures that prohibit : |
| mistreatment, neglect or abuse of the client. j i
! ; 1
1 é ; f
‘ This STANDARD is not met as evidenced by: | ' i
| Based on review of the facility's policy of incident ;
| management and interview the facility failed to l w[
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W 149 | Continued From page 2 W 149 W149

report and the notify state agency all Unusual

R . . N . : 1 investigation  was
Incident and its related investigations. AN

completed on 5/5/07 to detenmine
circumstances surrounding clisnt
The findings include; #1°s scraich on her amm. (Sce
attached Investigation-Follow-up
Form) Additionally, the Incident
Management Coordinator  will

Interview with the Qualified Mental Retardation i

Professional (QMRP) and record review on May 3 cosure that all incidents are 51507 and
and 4, 2007 revealed that the facility failed to thoroughly  investigated  in : Ougoing
implement its written policies on reporting and tlf;zlc}('i urr;m:rir f:ﬁfw:;mw h:ln :
investigation of there unusual incidents detailed ' f,’e porting mn  ineident by
below: i conducting quarterly audits of

each facility's incidt?nt book 10
1. The facility failed to demonstrate that a cusurc - that all incidents have

. - . . . d and investigated.
investigation had been conducted to determine been yeported and imvestigate

the clrcumstances surrounding the incident on

April 8, 2007 in which Client #1 was observed by 2.  An investigation regarding client
direct care staff with a scratch on her arm in her #2’s injury during a PT session
bed. According to further review of the usual WaS invesu'gated_ on 5/5/07. (See
incident report some pertinent details were ' Attached Investigation Follow-

Up form). On 5/29/07 the
QMRP was in-serviced on the

missing as well.

. proper  procedures  for 5/29/07 and

2. The facility failed to demonstrate that a v investigating & following-up of

investigation had been conducted to determine incidents. ~ Annual Incident . ongoin

A R .. Management trainings will be - | CHBOIng

the circumstances surrounding the incident report on-going. The QMRP will

dated November 21, 2006, Staff received a call review  incidemt  reporting

from the physical therapist reporting that Client #2 procedures  every 6 months

bumped into a tree while on a walk. Client #2 during  scheduled  in-home

was later dropped off to the group home with a frainings.

band aid on her left leg. There was no evidence
that an investigation was conducted in
accordance with the agency's policy on unusual
incidents

W 133 | 483.420(d)(2) STAFF TREATMENT OF W 153
CLIENTS

The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as

injuries of unknown source, are reported |
immediately to the administrator or to other , ' J
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W 153 | Continued From page 3 L w153 A. The QMRP and Incident
| officials in accordance with State law through | Sammagemet Team have
1 established procedures. ' ; investigation follow-up for the !
{ ; . Teport dated November 10, 2006 i
! [ wpich involved client #1 and
| This STANDARD is not met as evidenced by: | ;';;':,‘;“_{',p‘fi‘,;,;‘““*’“‘
! Based on staff inte(view, revigw _of incident i Additionally on  5/29/07 the
| reports and the review of the incident i QMRP has been in-serviced by 5/28/07 and
. management system, the facility failed to ensure ; ; g:o g ’f;ﬂdm Management
i all allegations of mistreatment, neglect or abuse, i pm;‘;::fegr “f0:° ﬂ‘;pg;‘;ﬁzr ongoing
as well as injuries of unknown source were investipating and following-up '
reported immediately to the administrator or to on all iscidents. (See Attached
other officials as required by State Law [22DCMR Slgan shect) . i
Chapter 35 ~ 3519.10] through established has reviood e animistralor j
procedures for two of three clients in the sample. signed the incident report form. l
Client's #1 and #3) The Incident Management !
g ,
Coordinator will ensure that all
- . . incidents, investigations  and
The findings include; recommendations are teviewed
) o and signcd by the Administrator.
Review of the incident reports on May 1, 007, at As of May 30, 2007 it is also
9:50 AM revealed the following incidents that had HI;D.I policy that all incidents
not been reported to the administrator and the o our ‘gjf;?;f:i;;f:;::{:fﬂ
Depar‘tment of Health according to the District be reviewed by the Chief Clinical
i policy: Officer. i
w153 :
. - . I
a. On April 9, 2007, Client #1 was observed with B. The QMRP and Incident | |
a scratch on her arm by direct care staff. Management Coordinator have | 1
reviewed the incident dated
b. On December 4, 2006, Client#1 scratch i 12/4/06. ~ (Sec  auached
Client #3 on her face. The UIR indicated that the | i Sllowup  fom)
nurse, house manager and QMRP was notified of | has reviewed the incident and U 5/30/07 angl
this incident. i signed the incident report fornm. I
W 154 | 483.420(d)(3) STAFF TREATMENT OF L W 154 The Incident Menageront | ongoing
{ CLIENTS L i Coordinator will ensure that all {
I i incidents, investigations and i
| 3 recommendations are revicwed ‘
| The facility must have evidence that all alleged and signed by the Administrator, !
I violations are thoroughly investigated. e ot M‘l‘? 30'}‘20% it is d“‘“’ i
L policy that incidents i
{ . and investigations be forwarded ,I
) . . to our Corporate headquarters 1o i
This STANDARD is not met as evidenced by: i { be reviewed by the Chief Clinical (
i ; Officer.
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W 154 | Continued From page 4 ’ W 154]
| Based on interview and record review the facility !' !
i failed to ensure all unusual incidences of injuries | W1s4 |

was invesligated on May 5, 2007.

j of unknawn origin were thoroughly investigated.
i (See  Amached Investigation |

. " The incident dated April 9, 2007
: The finding includes: i
i

| follow-up form) On 5/29/07 g:c 5/29/07 and
: - e : QMRP was in-serviced on the
| Review of the facility's Unusual Incident Reports oroper procedures for | ongoing

i lag book on Aprit 30, 2007 at approximately 3:00 investigating & following-up of
PM revealed the following incidents and/or ! incidents. (See Attached Sign-In)
injuries of unknown origin which had not been

investigated; .

I
On April 9, 2007, Client #1 was in her bed and ‘
staff observed a scratch on Client #1's arm. The | f
unusual incident did not indicate which arm the |
injury was observed. According to interview with |
the QMRP, Client#1 has a one to one assigned |
to provide support during waking hour. Review
of the behavior support data and the shift
communication log on April 2, 2007 did not ’
evidence documentation that the scratch was a |
result of any the clients targeted behaviors. |
There was no evidence that an investigation was
conducted to determine the cause of this scratch. !
W 159 1 483.430(a) QUALIFIED MENTAL : W 1591
RETARDATION PROFESSIONAL |

Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional. i

This STANDARD is not met as evidenced by:

Based on observation, staff interview and record

review, the facility Qualified Mental Retardation

Professional (QMRP), failed to adequately
monitor, integrate and coordinate each client's

1 health and safety.

1

i
i
!
i
!
1
|
I
!
|
)
I
!
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W 169 | Continued From page § . W 159
The findings include: ; !
1. Interview with the day program Case Manager | |
i on April 1, 2007 at approximately 1:15 PM f i
revealed that Client #1 begin attending her day | ;
program on April 22, 2007, Her initial days to } Wiso
attended the program were on Tuesday and
Thursday of each week. According to the day i I. The LPN submitted all 5/30/07 and
program Case Manager, she contacted the I mcgimlnback];gmund mfox&na;:%n
: i to the Day Program on May 3, i
QMRP on April 24 2007 and propose that Client | 2007, The LPN and QMRP has ongoing
#1 attend the program 1/2 days from Monday , scheduled a follow-up mesting
through Friday to allow for greater benefit and 2 with the Day program provider to
experience, | ensure cotinuity of medical and
4 Programming services.
Later on the same day, interview with the facility's , i 2. The QMRP has boen retrained on
nurse provided an explanation of the intake | i Incident Management procedures
process. Further interview revealed that Client #1 b as of May 29, 2007. The QMRP
had an intake meeting for admission into this and  Incident Managcmmer;;
facility on April 17, 2007. According tot he nurse | Coordinator  conducted 2 $129/07 and
Y pr ' g g imncident mansgement {raining
the group home was to have sent the day with home manager and direct ]
program Client #1's current medical and care staff on Jume 7%, 2007 at ongoing
background information to assist them with the 12pm.
assessment process. At the time of the survey
none of this information had been farwarded to 3. On May 30, 2007 the QMRP has
the day program. revised cach cliengs acti\]l;ty ;
schoedule 10 reflect P i
Jory 5/30/07 and
Later interview with the QMRP on April 2, 2007 at | . i ooy T T _
10:00 PM revealed that the home was in ] 2., 2007 with direct support staff ongoing
agreement with the client schedule changed, and to review activity schedules and
failed to ensured that the appropriate historical | IPP goals.
background documentation had been provided to !
the day program prior to client #1 starting the !
program. i
2. The QMRP failed to ensure that the facility's '
staff implemented the agencies incident J o
management policy and procedures. [See W149] | ;
I
] i
i 3. The QMRP failed to ensure that each client's ) ;
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W 159 | Continued From page-6 [ W 159! £
tndividual Program Plan (IPP) objectives were i i
incorporatad in their individual activity schedules, 1 | !
[See W250] ' !
i . . : ,’ W 189
4. The QMRP failed to ensure that clients ensure { ;
storage space was clearly defined for each ! ; The QMRP & Nursing Staff will
Client's personal possessions. [See W423) i | ensure that all staff has been :
W 189 | 483.430(e)(1) STAFF TRAINING PROGRAM £ w189; properly trained on Client # 1 I

| presenbed dict texture, as well s
! all other client’s prescribed diet ’

The facility must provide each employee with textures in the facility, by the

initiat and continuing fraining that enables the I " ;5"?"7’_5 stcggﬂin?;ng_“:s‘
. - - H rotessional and Nutritionis!
! employee to perform his or her duties effectively, |[ “This training will be ompleted |
i efficiently, and competently. | on 6/2//07, Rugular training by 62107
; nutritionist and SLP shall be d onzoin
i ) conducted quarterly to reflect any and ongoing
. . . . : changes that might oceur to all
This STANDARD is not met_as evidenced by: i clients’ prescribed diet textures.
Based on observation, interview and record The QMRP, HM. and nutsitionist
review, the facility failed to ensure that edch will randormly conduct monthly
employee had been provided with adequate observations on food preparation
training that enables the employees to perform | = and meal time protocols to
. . \ L : ensure adherence to prescribed
his or her duties effectively, efficiently and | diet
competently. ,
| The findings include: '
I
The facility's direct care staff failed to ensure ! !
Client #1 received her prescribed diet texture at
her dinner meal. [See W474)
W 250 ‘ 483.440(d)(2) PROGRAM IMPLEMENTATION W 250!
| The facility must develop an active treatment |
schedule that outlines the current active treatment i
program and that is readily available for review b ‘
| relevant staff. f l
| | |
'f I s
| This STANDARD is not met as evidenced by: | ;
. Based on observation, staff interview and record i i
: i I
FORM CMS-2567(02-99) Previous Versions Obsolete Event [D: Y8111 Facliity ID: 09G210 If continuation sheat Page 7 of 11

n




05/30/2007 21:44 FaX

.

Idoog o035

PRINTED: 05/21/2007
FORM APPROVED

OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA
ON IDENTIFICATION NUMBER:

09G210

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED

A BUILDING

B. WING

Nam
E OF PROVIDER OR SUPPLIER

HRp)
F THE DISTRICT of COLUMBIA, LLC
X4) |Ip

05/03/2007

STREET ADDRESS, CITY, STATE, ZIP CODE
1418 VAN BUREN STREET, NwW

WASHINGTON, DC 20012

PREFx ,

SUMMARY STATEMENT OF DEFICIENCIES 1D ‘ ' PROVIDER'S PLAN OF CORRECTION )
Tag | {EACH DEFICIENGY \UST BE PRECEDED BY FULL PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE .COMPLETION
i REGULATORY OR (5 IDENTIFYING INFORMATION) | TAG |  CROSS-REFERENGED TO THE APPROPRIATE DATE
T —— | ; DEFICIENCY)
w : ’
250 Conj { !
HNued Fropm, page 7 PW 250!
i (r:?iwe‘,"'- the facility failed to ensure that each j : ,'
' warnS Individual Program Plan (IPP) objectives | |
scheanCorporated in their individual activity ! !
Sc edules for pne of the three clients in the ) i W2s0
| S8MPle. (Clients #1) : !
i ™ . ) ; ! Client# 1 IPP objectives were
2 Tinding i . ; incorporated to reflect their
9 Includes: ] individual activity schedule on
O . i . | May 30, 2007. Changes to the
’ tobé‘;rva_tmn on April 30, 2007 between 4:00 PM | activity schedule for Client# 1
app' 0 PM at her residence and May 2, 2007 at ; were made 1o reflect and address 5/30/07 end
FOXimately 9:45 AM at her day program | In-home programming upen )
1 gi\(f:ealed that the direct care staff were observed [ m&;ﬁﬁﬁ‘gﬁl;ﬁ;ﬁ?ﬁm | CEene
J of Otffaglng Clients #1 to participate in a variety i pm to 3.00 pm. :
| aClivities. = :
o ‘ Client #1 activity schedule was f
N Apri - i corrected on May 30, 2007 to
Retar%a”t?’o' 2007 th-e Qualified Mental ! teflect a half-day schedule five
[ intery; IoN Professional (QMRP) was o ? days pec week and an aliernstive
sch lewed to ascertain Client #1's daily activity : programmying schedule is
ot edule. The QMRP revealed that Clients #1 ; currently being implemented by 130/07 ami
he 008 day program for 1/2 day and returns to g bresman i b s e |
Ioro é’rg-‘up home to participated in an alternative / of 12:30 pm to 3.00 pm, ongoing
) ACCordr]"mlng for the remainder of the day. |
attengi. . 1© the QMRP the client started |
nding this program two day a week on April |
Soha do - On April 28, 2007 her attendance i
| throy Lr‘lle Was changes to 1/2 days Monday |
| bene? Friday to maximize her "experience and |
its" at the day program. j !
Reyj ]
at ;"EW Of the habilitation records on May 2, 2007 J ~ [
| act \l?iproxamately 2:30 PM failed to have current | ! [
bro rty Schedule. Review of the clients' IPP ; {
Sch% da”l" Dooks reflected a generic daily activity | j (
Perig du 8. It was noted to reflected from the time I | 5
"DgraOf 11:00 AM to 3:00 PM that the "Day | ! i
faileq trn_ Dl_SCharged". The activity schedule i ! JI
COl‘rect? Indicate the day program attendance i f !
Scheduﬁ;;i”q the alternative programming ; ‘ '
i eing - i
M Grag g implemented at the group home i 1!

Event 1D:Ival11
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SUMMARY STATEMENT OF DEFICIENGIES i

BEDROOMS

The facility must provide suitable storage space,
accessible to clients, for personal possessions,
such as TVs, radios, prosthetic equipment and
clothing.

|
I[ This STANDARD is not met as evidenced by:

I Based on observation and interview the GHMRP
| failed to ensure storage space was available and
) clearly defined for each Client's personal
possession for two of the client residing in the
facility.

(Client's #5 and #6)

|
|
|

will rendomly conduct monthly
observations on food preparation
and meal time protocols to
ensure adherence to prescribed
diet.

4D | i 1D J PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX ,‘ (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL " PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) [ TAG | CROSS-REFERENCED TO THE APPROPRIATE ¢ DATE
P i ] DEFICIENCY) :
i ! 1 '
| K 7 T ’ —
W 250 Continued From page 8 w 250{ |
| by the one on one between the hour of 12:30 PM i |
| to 3:00 PM . ’ i
W 331 ‘-483_460(c) NURSING SERVICES w 331‘ w331 I
| - . : . . 1. The LPN submitted all ;
’ The facility must provide clients with nursing medical background information t
| Sefvices in accordance with their needs. 1o the Day Program on May 3, s
2007. The LPN and QMRP has
‘ scheduled a follow-up meeting 5/03/07 and
| This STANDARD is riot met as evidenced by: ! :;;tr‘:x‘:{nﬁggff";f;‘&ﬂ; ongoing
I Based on interview and record review, the facility ; o programming services. !
: failed to provide each client with nursing services ’: ,
iina i i ds, _ i
: i accordance with their needs . , 2 Theq & Nursing Staff {
‘ S ; . ! will ensure that all staff has been :
i The findings include: : : properly trained on Client & 1 i
} . |' ! prescribed diet texture, as well as f
| 1. The facility's nursing staff failed to ensure that i ] all Olhcf,ﬂicﬂt'fsml{"?sm‘f“t‘;““
| Client#1's background and current health care | : m;‘;g‘;ch a::;yimguagc
information was forwarded to the day treatment l ' Professional and Nutritionist.
program upon admission. [See W104] ! This training will be compieted 672007 and
| on 6/2//07. Reguler training by
il : ; i ] nutritionist and SLP shall be S
2. The facility's nursing staff falleq to ensure that | ! conducted quarterly to reflect any ongoing
direct care staff provided appropriate diet texture changes that might occur to all
as prescribed. [See W474] clicnts” prescribed diet texturcs.
W 423 1 483.470(c)(2) STORAGE SPACE IN W 423! The QMRP, HM, and nutritionist
I
I

|
t
|
|
|
|
|
|
I
|
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This STANDARD is not met as evidenced by; l
Based on observation, staff interviews and record |
review, the facility failed to serve foods in a form

( cansistent with dietary orders for one of the six
clients residing in the facility. (Clients #1)

| The finding includes:
|

‘1 The facility failed to ensure that Glient #1 received

|
|

; training wilt be complcted on

6/2/07. Quarterly training by
J nutritionist and SLP shall
] continuge to reflect any changes
i that might ocour to all ¢lients”
: prescribed dict textures, The j
! QMRP, HM, and nutritionist will ‘[
randomly conduct monthly ;
! observations on food preparation i
i and meal time protocols to ’f
! censure adherence to prescribed i
’ :

! diet.

FORM CMS-2567(02-99) Previoys Versions Obsolele Event ID: Y8111

prescribed diet textutes in the ’ 6/02/07 and
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?
W 423 | Continued From page 9 ,5 W 423 ll
W423
The finding includes:
. . As of May 20, 2007 the facility
The facility failed to have an effective system and | provided suitable siorage space
adequate storage space to ensure each client's | for all  cliear’s  personal ‘
n ossession were ma vailable. ! possession in the facility, in
personal possession were made availa ' i addition to clearly defining !
i ! ; adcquatc  storage  space  for i
Environmental walk-through on May 2_, 2007 at ! cu;ws # 5 and #6 personal |
10:30 PM revealed that g variety of Client #5 and | { possessions. 'l 5720/07 and
#6 clothing were commingled and stacked ona | g 1;: t?ﬂcﬂlty *hﬁs %cvclggcdu;n i .
shelfin the closet. Further observation revealed f i :mf:g‘;”sp:zi °;; ug}rmn;gth; |' ongoing
| that hanging clothes were not labeled and it was | | areas unused in the facility for i
l'unclear who clothes belonged to whom. i g storage; in addition all clients |
oo : Il have clearly defined markings on fl
. . all articles of clothing and
Interwew_r with the house manager revealed that l hangers in closets and chest (o ;
the clothing were separated according to the ! reflect each client’s personal
| name labels. The surveyor removed two I [ clothing.
| hangers from the closet, one with a sweater and ) !
another a blouse. It could not be determination | (
which of these items belong to either of the j i
clients. Atthe time of the survey, there was no : ]
’ evidence a the facility clear identified each clients ! ;
’ personal clothing and ensure access ang f i Wan
adequate space for their personal clothing. . { The QMRP and Nursing Staff !
W 474 | 483.480(b)(2)(iii) MEAL SERVICES W 474 will ensure that all staff including ]
I ] HM has been re-trained on Client i
. . . i iet texture, i
| Food must be served in a form consistent with the # 1 proscribed dict texture, as |
; ] well as all other client’s i
| developmental level of the client ]
) i facility, by the agency’s
H nutritionist and SLP. This Ongoing

|

Facility 10: 09G210
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W 474 | Continued From page 10 [ w474

{ food in a form consistent with their prescribed
dietary needs as evidenced below:

1 During dinner observations on April 30, 2007 at

| approximately 6:43 PM Client #1's was served

| her plate of food consisted of long shredded

| pieces of baked chicken breast, rice and mixed

{ greens. The House Manager was observed

| placing several eating guidelines on the table next
to the client's plates,

|
|
|
f
|
€
|
I
!
|
!

Review of the eating guidelines revealed that
Client #1's food texture was "finely chopped into
pieces no larger than a size of a pea”. On April 2,
2007 the nutritional assessment date 2/8/07 and

' the physician's order confirmed the eating

l protocol of a finely chopped diet.

|
|
f
;

| Review of the training manual indicated that the
| staff had been trained on diet orders on January
14,2007 by the consulting Nutritionist, The

! training however was not effective as the client

; was not served the proper prescribed textured

! diet.

\
!
b
|
!

I

i
|
|
[I
!
. |
! ' '[[
|

I
|
|
|
|
1 i
f' z

|
_ i |
| ! i
| | ;
| |

_
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1000, INITIAL COMMENTS rooo J
|
i

| A recertifiction survey was conducted from April

| 30, 2007 through May 3, 2007. A random

| sample of three clients was selected from a client
population of six clients with varying degrees of
disabilities.

I This survey was initiated as a full survey. The i

: finding of this survey were based on observations I

' at the group home and three day program, _ ‘ ‘ )
| Interview with direct care staff and management,
and a review of the habilitation and administrative
records to inciude the unusual incident reports on
i file.

041 3502.2(a) MEAL SERVICE / DINING AREAS 1041

Medified diets shall be as follows: 1041

[ On May 3, 2007 Resident 4 1 : ;
I

i
i . . : . . .
‘ (a) Prescribed in the resident s Individual prescribed diet is bas been placed

Habilit_altipn Plan and the? recor_d of the ) in the individual’s Habilitation -
prescription for the medified diet shall be keptin plan and sl other rerizining
the resident ' s record: ; records for the resident.

5/3/07 and

- ongoing

| This Statute is not met as evidenced by:
Based on observation, inerview ang record
review, the facility failed to ensure that one on the

|
' ‘ i
|

| residents in the sample recieve her prescribed
i modified diet. (Resident #1 )

; The finding includes:

1 078

3503.6 BEDROOMS AND BATHROOMS 1078
'f Closet space within the bedroom may be

considered in calculating square foot minimums
| for bedrooms but shall be clearly divided for each i
| resident. ,l |
Health Regulation Administration

’ See Federal Deficiency Report W474 J
|
|

[
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1078 Continued From page 1 1078 ‘l
|
|
f
i This Statute is not met as evidenced by: '
Based on observation and interview the GHMRP 1078 510107 and
failed to ensure closet space was clearly defined £ May 20 2007 T
i . As of May 20, ¢ .
for each resident, GHMRP has made the necessary ongong
. changes to provide clearly :
The finding includes: defined storage space for each
resident. i
During the environmental walk-through on April 2 i i
. ! lient* 320/
2007 at 10:30 PM revealed that Client #5 and #5 . 25 ond 0 20 2007 bowh Clicats 007 and
clothing were stacked on the shelf in the clothes clients in the home articles of ongaing
closet. Further observation revealed that clothing clothing in closet has been
on the clothes hangers were not labeled. clesrly labsled and defined to
Additionally, Client #5 and #6 bedroom closet did reflect each client’s ownership of
not evidence a clear division of each client's personal clothing,

personal clothing.

1090 3504.1 HOUSEKEEPRING 1090

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable
odors.

—

This Statute is not met as evidenced by;
Based on observation during the environmental
walk-through the GHMRP fajled to maintain the
facility in a safe,clsan,orderly and sanitary
manner as evidence by:

The findings include:
INTERIOR '

1. The furnace room had parts and wiring stored
near the furnace.

|
{
|
{
{
i
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1090| Continued From page 2 1090 1050 !
The interior and exterior of the
2. The stove storage drawer was broken and off facility will be mainained in o
track. . safe clean, orderly, attractive and
sagitary manner and will be free
3. OId furniture and boxes were being stored in of all accumulations of dirt, |
the furnace ro om rubbish 1od objectionable odors |
| ' on an ongoing monitored basis
{ ) , ) by QMRP and HM.
4. Expired cans of boost plus were being stored 5/04/07 and
in the basement, 1. The parts and wiring were
removed from furnace room .ongoing
. de e n 5/4/07,
5. Carpeting throughout the facility (i.e. living °
raom , office, foyer and second level hall) was 2. Thestove storage draw was
ripped and torn which could be a potential repaired by maintenance op f 5/04/07 and
hazard. /4707 r ongoing
L Lo 3." -Furniture and boxes were 104/07 and
6. The living room couch was missing a support removed from furnace room on 5 y
J g g p .
cushion, The client appeared to have some 5/4/07 ongaing
difficulty finding tr_le support when attempting to 4. Expired boost was removed from 5/04/07 and
stand up from being seated on the couch. baserent on 5/4/07. .
. . ongoing
7. The bathtub on the second level was dirty and’ 3. Carpet throughout facility will be {29710 and
. . replaced on 7/27/07 7
was observed to have peeling paint. P ' Ongoing
. 6.  The living room couch has been
8. The second floor rear exit door was observed ordered and will be delivered on 6/15/07 and
to have a large space exposing the facility to the June 15, 2007 Ongoing
element and the weather stripping was wam. 7. The bathtub o second level of 6/10/07am
facility has been  eleaned and .
will be re-glazed on June 10, Ongaing
EXTERIOR 2007 '
1. The basemept exit stairwell was dirty with 8. The sccond floor rear exit door 04107
leaves and debris, has been repaired from space "7 end
exposed, and weather stripping Ongoing
2. The drainage at the bottom of the stairwel| - Teplaced on 5/4/07.
was clogged with dirt, leaves and debris,
. L. Basement exit was cleaned and
3. The gutter in the rear of the facility had peeling _debris and feaves were removed S104/07 sg
paint. “on 5/4/07.
Ongoing
Drai ar botrom of the
| 4. The front porch support base had many loose m?,’:i?f was clca':ed remove 5/4/07 and
i bricks and crumbling cement around the entire dirt, feaves and debris on 5/4/07, Ongoing
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1090/ Continued From page 3 1090 2. Gutter in the roar of the facility ) 5/04/07 and
! - / .
f porch base near the top. hes been painted 54107, ongoing
% 3. The front porch support base is
1 095[ 3504.6 HOUSEKEEPING | 095 | scheduled for repair on 6/12/07. 6/12/07 and
[ ’ | Ongoing
| Each poison and caustic agent shall be stored in E '
a locked cabinet and shall be out of direct reach i
of each resident,
) . ) 1095
This Statute is not met ag evidenced by: 07 and
Based on observation and interview the GHMRP [ Al poison and caustic agents 3/04/07 an
| far . - ! 2ve been stored in a locked ongoing
failed to lock caustic agents being stored. storage bin out of roach from
o ' each resident in the facility.
The findings include: 5/4/07
During the environmental walk-through on May 2, b“‘; :ig:;gl ;‘z“gg"u‘:f;‘::c"n‘;::t
2007 at approximately 11:00 AM revealed the near washer and dryer and jo 5/04/07 and
following; being stored in a locked storage ongoing,
bin away from residents in the
Caustic agents were being stored in the facility.
basement near the washer and dryer opened and
uniocked. Additionally, a variety of caustic agents
were observed unlocked in a unsecured cabinet
in the furnace room.
1203) 3509.3 PERSONNEL POLICIES 1203
Each supervisor shall discuss the contents of job
descriptions with each employee at the beginning 1203 o
employment and at least ann ually thereafter. { As of May 29% 2007 al job 529
. | deseriptions have been obtained and ongoing
This Statute is not met as evidenced by: and arc being kept in the facility
Based on record review, the GHMRP failed to f°;4§;‘”wd(}{2w‘[‘)““‘ carc stafT,
have on file for review current job descriptions for QMRP an
all employees annually.
The finding includes:
4
Review of the personnel files conducted on May ;
! y
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T
1 203] Continued From page 4 1203 |
2, 2007, revealed that GHMRP failed to provide :
evidence of current signed job descriptions for i
twelve (12) direct care staff, the House Manager
and the QMRP.
1206/ 3509.6 PERSONNEL POLICIES 1206
Each employee, prior to emplc_:yment anq _ . 1206
annually thereafter, shall provide a physician ' s ) B
certification that a heaith inventory has been ' E;:Ch_ employee .‘f"f‘“ provide & 1
performed and that the employee ' s health status &féﬁg&ﬁﬁ;ﬁggﬂx"w v
would atlow him or her to perform the required performed and that there is no
duties. health concerns that shall
prohibit performance of duties : !
required. On May 29, 2007 the 3129(07 and
HR department generated letters !
to cach staff with outdated | ongoing
physician’s certification. Staff |
This Statute is not met as evidenced by: . ]11“‘5 14 days 1o submit “Pda‘%d
Based on record review, the GHMRP failed to pfiz‘iﬁgﬁfi‘:fg&&?lxvt be
have on file for review current health certificates until such time s they can obtain '
for all employees annually, an updated certificate. The HR
and QA department have |
1 ; : . developed a system of tracking |
The ﬁndlngs include: expired certifications to ensure I
. all staff are made aware of |
On May 2, 2007, review of the personnel records upcoming expiration dates for
revealed that the GHMRP failed to show personnel dogumentation.
evxder)ce_ of current health certification for the All current health certificates
following: will be filed ju the facility by
! June 8, 2007 for the following;
| - Six direct care staff [M: f'”l' ‘(’;’“‘ care staft /807
i X including: (NSRS
' - the House Manager [W); ")g | and ongoing
- the QMBP [P -House Manager
- the Social Warker: . -QMRP
| - the Pharmacist; ] -g;cial Worker
| - the PT; ppaist
i et -Physical Therapist
- the Psychlatrlgt, and the - Psychiatrist
| - the Psychologist. , -Psychalogist |
i |
| : :x
Health Regulation Administration . .
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I 22211 Continued From page 5 1222 ’
1222/ 3510.3 STAFF TRAINING 1222 f
| - i |
There shall be continuous, ongoing in-service g !
ini r uled for onnel. The agency, QMRP, and b
training programs scheduled for al| personnel shall provide Monthly, quarterly
| . i A and anpual in-service training for 1‘
i This Statute is not met as evidenced by: all facility personnel. A copy of | 657
[[ Based on observations, interview and record the trining agendas and ‘ and ongoijng
verification, the GHMRP failed to ensure | S“bts‘ifl:em S?E:Teﬂ:ai"o:, and or
‘ continuous, ongoing in-service training programs E;;’;gfo: at the ff“’cm“ty_ ® 3
i were conducted for all persannel. Annual Trainings ere scheduled
| for June [8% and 25™ fog al j
J The finding includes: staff. ;
{ See Federal Deficiency Report Citation w189 On June 2, 2007 the nursing staff
} will in-service all staff on proper 62507
d procedures for infection control, .
[ 227! 35610.5(d) STAFF TRAINING | 227 Subsequent trainings shall oes: and ongoing
I . quarterly and upon the
l Each training program shall include, but not be Edl!ﬁ;tlﬂﬂcf 9fn;w su;tf An I]
| s Lo annual training for infection
limited to, the followmg. control will take place on June 18
. ) and June 25, 2007,
(c) Infection control for staff and residents:; :
- . . _ ] 1227
This Statute is not met as evidenced by:
Based on record review, the GHMRP failed to Staff personnel to include the 6130
have on file for review current training in CPR.for following .
| employees. ) will and ongoing
, | be traincd in CPR during next g
| The findings include: ;ﬁ;‘:ﬂ‘g%&gk fraining d“.m for '
{ .
On May 2, 2007, review of personnel
records/training records revealed that the
following ten direct care staff are without current i [
| COR. ( e e ; |
L2 ~l
! 379;.l 3519.10 EMERGENCIES 1379 ;
f
| - . . ) '
I In addition to the réporting requirement in 3519.5, }'
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1379 Continued From page 6 1379 !
Health, Health Facilities Division of any other 1379 [
unusual incident or event which substantially During or Annual Trainings o !
interferes with a resident’ s health, welfare, living June 18" and 25" 2007 the entire 1
t arrangement, well being or in any other way HRDI personnet body will be !
! places the resident at risk. Such nofification shall ;g:‘c'(‘iz:;“t peoper ::“ﬁca:‘:zf 1
be made by telephone immediately and shall be Health Facilitics Divis‘“io"nmof any gﬁ%?oi
followed up by written notification within othor unusual incident with ray going
twenty-four (24) hours or the next work day. resident’s health, welfare, living
arrangement, well being or in any
WAY.
This Statute is not met as evidenced by: 1. The QMRP and Incident
Based on observation, interview and record ‘ Management Coordinator fras
; N . completed the incident 6/1/07 -
review, GHMRP direct support staff and the investigation surrounding client # { and ongoing |
Qualified Mental Retardation Professional 1 incident on Aprit 9% 2007. '
(QMRP) failed to implement the facility's incident QMRP, HM, LPN nad all direct
management policies as written. care staff will be rotrained on
how to report unusual incidents
po
N by the agency’s Incident
The finding includes: Management Team on June 7,
2007; in addijtion, duting the June
Interview with the Qualified Mental Retardation s2t ;igolza:llll::rvltce_:lldone ::, one
Professional (QMRP) and record review on provide mw;:‘r‘f‘:n;g‘a‘ﬂc‘i’:’gt°
March 7 and 8, 2007 revealed that the facility hours and proper documentation
failed to implement it written policies on reporting for all clicats in the facility. Ful)
and investigation of there UIR's detailed below: ;;“?]%C'fmlns will be filed in
C1 .
1. The facmt'y fa.iled to demonstrate that a 2. OnMay $, 2007 the QMRP
comprehe_nswe lnyestigatlon had been conducted has followed-up with the
to determine the circumstances agency’s Incident Management
surrounding the incident dated April 9, 2007, foam to  enour that a complete
Client #1 was observed by direct care staff in her ot :’:c‘z;l::u“;;’s‘::iz‘; to 67707
bed with a scrat_ch on her arm. The UIR did not surrounding the incident report and ongoing
! completely provide the pertinent details in dated November 21, 2006 with
| accordance with the agency's policy and no Ellcntr“%- 1;?'? ft;ci;i_ty ‘gll also
. N < Fe-tramed inclu ng IM-RP,
Invesigation was completed. HM, LPN and direct core staff on
3 ‘ the iroper procedures on the
i 2. The facility failed to demonstrate that a agency's policy on unusual
: comprehensive investigation had been conducted incidents on June 7, 2007, Full
| to determine the circumstances ' cecord of training will be filed in
. he inci the facility. (Sec Attached
surrounding the incident report dated November Documentation) [
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1379} Continued From page 7 1379
Pag . . 3. On May 5, ZQO'I the QMRP
21, 2008, staff received a call from the physical followed —up with agency’s
therapist that Client #2 bumped into a tree while iﬁﬁﬁi"&ﬁ:?ﬁﬁ;mﬁ Team to
onawalk. Client#2 was later dropped off to the nvestigation yas conducted to
group home with a band aid on het left leg. determine the circumstances
There was no evidence that an investigation was surrounding the incident report 5/5/07 and
conducted dated November 10 2006, Ongoing
; : involving direct care staff and
o . Clicnt’s #1 and #3 emergency
3. The facility failed to demoanstrate that a room visit.  (See Attached
comprehensive investigation had been conducted : Documentation)
to determine the circumstances _ :
surrounding the incident report dated November
10, 2006 , Client #1 and #3 was involved in a !
vehicle accident with direct care staff who were
driving. Both client were taken to a local hospital
emergency room for evaluation and treatment.
1458 3521.11 HABILITATION AND TRAINING 1458
. L 1458
Each resident * s activity schedule shall be
available to direct care staff and be carried out o The QA Director has evaluated
daily. each client in the homes active
treatment schedyle to ensure that
. ) . . appropriately identifies the [PP
This Statute is not_met' as evidenced by: Gr:,%;: Mm);;onanj,me QA 5/31/07 and
Based on observation, interview and record dircctor has scheduled a meeting Ongoing
review, the GHMRP failed to ensure each with all QMRP's on May 31,
resident's activity schedule was up to date and §2§Z,“:,;§{,’,f;’;,";f,§‘3§fi“‘“ o
. " . [}
current for direct care staff implementation. services as agreed upon ine:hyc .
client’s service plan. A copy of
The finding includes: the Agenda and sign-in sheet can
be found at our main office in the .
- - A Department,
See Federal Deficiency Report - Citations W250 QA Departmen
{
E
_ i
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